IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L.“BUTCH" OTTER ~ Govenor LESLIE M. CLEMENT - Administrator
RICHARD ¥, ARMSTRONG ~ Director CAVISION OF MEDICAID
Post Office Box 83726

Boise, Waho 83720-0035
- PHONE: (208) 334-5747
FAX: (208) 354-1811

August 28, 2007

Duke Van Campen, Administrator
The Haven

1119 West Hudson Avenue
Nampa, ID 83651

License #: RC-832

Dear Mr. Van Campen:

On June 12, 2007, a complaint investigation, state licensure survey was conducted at The Haven. As a
result of that survey, deficient practices were found. The deficiencies were cited at the following level(s):

« Core issues, which are described on the Statement of Deficiencies, and for which you have
submitted a Plan of Correction.

* Non-core issues, which are described on the Punch List, and for which you have submitted
evidence of resolution.

This office is accepting your submitted plan of correction and evidence of resolution.

Should you have questions, please contact Maureen McCann, RN, Health Facility Surveyor, Residential
Community Care Program, at {208) 334-6626.

Sincerely,

Team Leader
Health Facility Surveyor
Residential Community Care Program

MM/sc

c: Jamie Simpson, MBA, QMRP Supervisor, Residential Commumity Care Program
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June 26, 2007 CERTIFIED MAIL #: 7003 0500 0003 1967 0841

Patti Dennis, Administrator
The Haven

1119 West Hudson Avenue
Nampa, ID 83651

Dear Ms. Dennis:

Based on the complaint investigation, state licensure survey conducted by our staff at The Haven on
June 12, 2007, we have determined that the facility failed to retain a licensed administrator responsible
for the day-to-day operations for a period more than 30 days. Additionally, the facility failed to protect 3
of 4 (#2, 3, and 4) sampled residents from neglect.

These core issue deficiencies substantially limit the capacity of The Haven to furnish services of an
adequate level or quality to ensure that residents' health and safety are safe-guarded. The deficiency is
described on the enclosed Statement of Deficiencies.

Due to the due to the seriousness of these dcﬁcmncws in accordance with IDAPA 16.03.22.910.02. the
following enforcement actions are imposed:

1. A consultant with an Idaho Residential Care Facility Administrator’s license with a
background in residential care wiil be obtained and paid for by the facility and approved by
the Department. This consultant may not also be employed by the facility as a regular
employee. The consultant is to be allowed unlimited access to the facility and its systems for the
provision of care to residents. The name of the consultant with the person’s qualifications and

a copy of their license will be submitted to the Department for approval no later than July 6,
2007,

2. The Department approved consultant will submit 2 weekly written report to the Department
commencing on July 13, 2007 and every Friday thereafter. The reports will address progress
on correcting the deficiencies on the Statement of Deficiencies and the Non-core Punch List.

3. A provisional license is issued which is to be prominently displayed in the facility. Upon
receipt of this provisional license, return the full license currently keld by the facility.




Patti Dennis, Administrator
June 27, 2007

4. When the consultant and the administrator agree the facility is in full compliance, they will
notify the Department and a follow-up survey will be conducted.

You have an opportunity fo make corrections and thus avoid additional enforcement action. Correction
of these deficiencies must be achieved by July 27, 2007. We urge vou to begin correction

immediately.

After you have studied the enclosed Statement of Deficiencies, please write a Plan of Correction by
answering each of the following questions for each deficient practice:

¢ What corrective action(s) will be accomplished for those specific residents/personnel/areas
found to have been affected by the deficient practice?

+ How will you identify other residents/personnel/areas that may be affected by the same
deficient practice and what corrective action(s) will be taken? '

¢ What measures will be put info place or what systemic changes will you make to ensure that
the deficient practice does not recur?

. How will the corrective action(s) be monitored and how often will monitoring occur to ensure
that the deficient practice will not recur (i.e., what quality assurance program will be put into
place)?

. What date will the corrective action(s) be completed by?

Return the signed and dated Plan of Correction to us by July 9, 2007, and keep a copy for your records,
Your license depends upon the corrections made and the evaluation of the Plan of Correction you
develop.

In accordance with Informational Letter #2002-16 INFORMAL DISPUTE RESOLUTION (IDR)
PROCESS, you have available the opportunity to question cited deficiencies through an informal dispute
resolution process. If you disagree with the survey report findings, you may make a written request to
the Chief of the Bureau of Facility Standards for a Level 1 IDR meeting, The request for the meeting
must be made within ten (10) business days of receipt of the statement of deficiencies (July 9, 2007).
The specific deficiencies for which the facility asks reconsideration must be included in the written
request, as well as the reason for the request for reconsideration. The facility’s request must include
sufficient information for the Bureau of Facility Standards to determine the basis for the provider’s

appeal. If your request for informal dispute resolution is received after July 9, 2007, your request will
not be granted.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which
was reviewed and left with you during the exit conference. The completed punch list form and

accompanying proof of resolution (e.g., receipts, pictures, policy updates, etc.) are to be submitted to this
office by July 12, 2007.



Patti Dermis, Administrator
June 27, 2007

If, at the follow-up survey, it is found that the facility is not in compliance with the rules and standards
for residential care or assisted living facilities, the Department will have no alternative but to initiate
additional enforcement action against the license held by The Haven.

Should you have any questions, or if we may be of assistance, please call our office at (208) 334-6626.
Sincerely,

JAMIE SIMPSON, MBA, QMRP

Supervisor

Residential Community Care Program

IS/sle

Enclosure

c: Lynne Denne, Program Manager, Regional Medicaid Services, Region T - DHW
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The foliowing deficiency was cited during the
complaint and standard survey conducted at your
residential care/assisted living facility. The
surveyors conducting your survey were:

Maureen McCann, RN
Team Coordinator
Health Facility Surveyor

Debbie Sholley, LSW
Heailth Facility Surveyor

Survey Definitions:

ADL's = Activities of Daily Living

BM = bowel movement

CNA = certified nursing assistant

CVA = cardio vascular accident (stroke)
po = by mouth (oral)

POA = power of attorney

pt's = patient's

RN = registered nurse

R 004| 16.03.22.215.03 Licensed Administrator R 004
Requirement - 30 Days

The facility may not operate for more than thirty ﬁ E @ E a \f ?E: D

(30) days without a licensed administrator.

JutL 10 2007

This Rule is not met as evidenced by:
Based on interview, observation and record
review it was determined the facility failed to EACILITY STANDARDS
retain a licensed administrator responsible for the '
day-fo-day operations for a period more than 30
days.

On 6/7/2007 at 2:36 p.m., the facility owner
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Continued From page 1

stated, her husband had been trying o get his
administrator's license and he had taken the test
three times, but had failed. A provisional
administrator license (owner's husband) was
observed hanging on a cork board in the staff
office. This provisionat license had expired on
11/30/2008.

On 6/8/2007 at 4:00 p.m., the "current”
administrator stated, that she had been the
administrator for the facility since the end of April
2007. Surveyors confirmed the administrator's
license was active.

On 6/8/2007 at 4:10 p.m,, the owner confirmed
that the facillity had operated without a licenced
administrator from 14/30/2008 until the end of

April 2007.

The facility had operated without a licensed
administrator responsible for the day-to-day
operations for more than 120 days.

16.03.22.525 Protect Residents from Neglect.

The administrator must assure that policies and
procedures are implemented to assure that all
residents are free from neglect.

This Rule is not met as evidenced by:

Based on observation, interview and record
review, it was determined that the facility failed to
protect 3 of 4 (#2, #3 and #4) sampled residents
from neglect. The findings include:

On 6/7/2007 at 2:20 p.m., review of the May 2007
staffing schedule documented a caregiver
worked alone from approximately 7:00 p.m. until
approximately 10:00 a.m. the next morning.

R 004
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There was no June 2007 schedule completed
yet. The facility owner siated, "Since they left
(house manager and a caregiver), they just
walked out iast week, I've been here all the time
to fill in. | have an ad in the paper, but this is ail
the staff | have...there are 3 other caregivers and
me. We are all working to fill in." The current
facility census was 6 with 2 of the 6 residents
bed-bound requiring 2 staff to reposition and
attend to toileting needs.

Review of Resident #3's record reveaied the
resident was admitted to the facility on
12/19/2005 with diaghoses which included a
recent femoral fracture (5/22/2007) and
dementia. The resident was bed-bound since the
fracture and required total assistance from staff
with ADL's including movement and pesitioning in
bed. The physician ordered a Bledsoe brace fo
secure the fractured area (left femur at the knee)
when the resident was being moved.

On 6/8/2007 at 7:50 a.m., Resident #3 was
observed in her bed. A strong urine odor was
noted in the resident's room as well as in the
hallway outside the room.

On 6/8/2007 at 7:55 a.m., during an interview with
2 caregivers, one caregiver stated that "the
resident can't be turned alone”...and has been
mostly bed-bound since her fall on 5/22/2007.

On 6/8/2007 between 8:15a.m. and 840 am., 2
caregivers were observed changing the resident's
clothing and bed linen. The caregivers were
unsure how to stabilize the resident's ieft leg/knee
when turning her. Neither was able to confidently
apply the brace that was ordered by the physician
to be used to stabilize the fracture during
movement. One caregiver remarked while .

R 009
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holding the brace up in the air, "There is
something to do with the tension, | don't know
how to do it. Hospice is usually here and does
this. They showed us, but I'm not sure how it
goes." Further, it was observed the resident's
night shirt had several urine stains at different
stages of drying indicating the shirt had not been
changed between urination. When questioned
about the last time the resident had been
changed, a caregiver replied, "l had help
changing her last night before the other staff left
and | went to bed." She further explained that she
slept from approximately 9:00 p.m. until
approximately 6:00 a.m. The caregiver confirmed
she was the only staff person in the facility at
night and she slept most of that shift. When
asked if any residents required "night needs”, the
caregiver answered, "no." Both caregivers denied
understanding the concept of "turning or
repositioning” a bed-bound resident that cannot
reposition herself. Additiocnally, they did not know
what caused a pressure sore. The resident had a
dime size area on her left heel that was black, as
well as two 1.5 cm X 0.5 cm oblong reddened
areas between her right scapula and armpit. The
caregivers stated, "Those marks are from
sweating." Furthermore, both caregivers stated
they had not received training by facility nurse in
caring for a bed-bound resident. "You mean the
Hospice nurse?...I didn't know there was a facility
nurse. i've never met her." Both caregivers
condirmed they had never before taken care of a
bed-bound resident. When asked if the facility
administrator had provided them any training,
both caregivers reporied they did not know who
the administrator was.

The resident's record contained a physicians
order dated 5/23/2007, which documented,
"Bledsoe brace to left knee at 45 degree angle."

Bureau of Facility Standards
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No documented evidence was found in Resident
#3's record regarding the black spot on her heal
or the reddened areas on her scapula.

On 6/8/2007 at 8:50 a.m., when asked if Resident
#3 had eaten breakfast, a caregiver held up a
"sippy cup” full of liquid and stated, "Here is her
breakfast. This (health shake) is what she has
been having for meals since she has been stuck
in bed because she pockets food (in her mouth)."
The caregiver confirmed the resident had not
routinely been offered meals besides health
shakes since the resident became bed-bound.

A physician's order dated 5/23/2007,
documented, "offer ensure, nutritional
supplement with each meal if po intake is less
then 50%."

The facility failed to protect Resident #3 from
neglect by not providing the appropriate number
of staff with the appropriate knowledge and skills
to meet the resident's care needs when there was
a significant change in condition.

2. Review of Resident #4's record revealed the
resident was admitted to the facility on 9/3/08,
with diagnoses which included dementia, type II
diabetes, CVA, hypothyroidism and Vitamin B12
deficiency.

The resident was no longer at the faciiity and
therefore couid not be observed nor interviewed.

On B/7/07 at 2:30 p.m., 2 caregivers stated,
“(Resident #4) had diarrhea for 3 to 4 days. We
kept changing her but we couldn't keep up." Both
caregivers confirmed they did not call the facility's
contract nurse or anyone else to let them know

Bureau of Facllity Standards
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the change in the resident's condition.
Additionally, both caregivers confirmed they did
not know who the facility administrator or contract
nurse were.

Review of Resident #4's "Resident Log" dated
5128107 through 6/3/07 documented the following:

5/30/07 - "(Resident #4) has been complaining of
upset stomach today. She has diarrhea BM all
day. Very pale and temperature of 102 degrees at
3:30 p.m."

5/30/07 - “(Resident #4) still not feeling good, she
still has diarrhea, temperature 100 degrees at
7:30 p.m."

Further review of the "Resident Log" documented
the resident had medium to large amounts of
diarrhea from 5/31/07 through 6/3/07.
Additionally, it was documented the resident did
not receive a shower for 3 out of the 4 days she
remained at the facility. On 6/3/07 at 1.00 p.m. it
was documented the resident was, "moved out of
the facility at about 1:00 p.m. today.” Further .
review of the resident's record revealed the
resident was removed from the facility by her
POA and taken to the hospital and admitted for
dehydration and "chemical blood imbalance.”

The facility failed to protect Resident #4 from
neglect by not seeking medical attention in a
timely manner {o prevent dehydration.

3. Review of Resident #2's record revealed the
resident was admitted to the facility on 1/29/2007,
with diagnoses which included Lewy Body
Dementia with combative behaviors and was
resistant to care.
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On 6/8/20067 at 9:00 a.m., during an interview with
a caregiver from an outside service agency the
caregiver stated, "l usually get here around 8:30
every morning. I'm responsible for providing
personal care." The caregiver further stated the
resident needed to be repositioned every two
hours and his aduit briefs should be checked
every four hours to ensure the resident's skin
remains dry and clean. Additionally, the caregiver
stated when he arrived at the facility each
morning the resident's adult briefs were always
urine soaked.

On 6/8/2007 at 230 a.m., the two facility
caregivers stated Resident #2 did nof have any
night fime needs. However, both of the caregivers
confirmed the resident required 2 person assist to
reposition and change the resident's adult brief.
When questioned about the last time the resident
had been changed, a caregiver replied, "l had
help changing him last night before the other staff
left and | went to bed." She further explained that
she slept from approximately 9 p.m. until
approximately 6:00 a.m. The caregiver confirmed
that she was the only caregiver in the facility at
night and she slept most of that shift. When
asked if any residents reqguired "night needs", the
caregiver answered, " no." Both caregivers
denied understanding the concept of "turning or
repositioning” & bed-bound resident that could not
reposition himself. Furthermore, both caregivers
denied having received training by the facility
nurse in caring for a bed-bound resident. Neither
caregiver knew who the facility administrator or
facility nurse were,

The facility failed to protect Resident #2 from
neglect by not providing the appropriate number
of staff with the appropriate knowledge and skills
to meet the resident's care needs when there was
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a significant change in condition.

On 6/8/2007 at 9:00 a.m., during an interview with
the facility owner, the owner explained the
administrator came in when the house manager
called her, "when she needed to sign something,"
but was not sure how often the administrator was
at the facility. "The (house manager) was running
the whole thing. When | come in | feel like a
stranger. 1 only come about twice a week. | don't
think 1 was looking deep enough; | was only
looking at the residents...Since the house
manager just walked out, | don't know where
anything is." When asked who the facllity RN
was, the owner replied, "l hired a new nurse to
start on June 18th." The owner did not know how
often the facility nurse visited the facility or when
she was in the facility last. When asked about
staff working alone at night the owner stated,
"The residents (#2 and #3) do not get up at
night." When asked how their night needs
inciuding toileting is attended to, the owner
replied, "Hospice comes in each morning and
helps the staff with the residents (#2 and #3) and
hospice also bathes them.” The owner stated she
did not know the night shift caregiver slept during
the night. The owner confirmed the residents
required 2 caregivers when turning or attending to
the resident's toileting needs, but did not think the
residents needed to be repositioned during the
night while they were sleeping.

On 6/8/2007 at 9:30 a.m., the survey team met
with the owner and explained that at the current
fime, the facility could not adequately meet the
needs for the 2 bed-bound residents (#2 and #3)
due to several factors. Both Residents #2 and #3
required 2 caregivers to turn and reposition them
as well as provide toileting needs and there were
extended periods when only 1 caregiver was
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STATE FORM

8888 TQTN11

If continuation sheet B of 9




PRINTED: 06/25/2007

FORM APPROVED
Bureau of Facility Standards
STATEMENT OF DEFICIENCIES %1} PROVIDER/SUPPLIER/CLIA (X3) DATE SURVEY
AND PLAN OF CORRECTION e IDENTIFICATION NUMBER: (X2) MULTIPLE CONSTRUCTION COMPLETED
R A BUILDING
B. WING C
13R832 06/12/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1119 WEST HUDSON AVENUE
HAVEN, THE NAMPA, ID 83651
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
R 008 | Continued From page 8 R 009

working. Furthermore, the one caregiver who
worked night shift slept from approximately 8

p.m. until approximately 6:00 a.m., during which
time the residents were not repositioned or
provided toileting needs. Also, the 2 caregivers as
well as the owner did not have adequate training,
knowledge or skills to care for bed-bound
residents.

The facility failed to provide basic services {o
Resident's #2, 3 and 4 to sustain their heaith and
safety which resulted in neglect. The facility did
hot assure there was an adequate number of
staff available nor that the staff had adequate
fraining, knowledge or skills {o care for
bed-bound residents or a resident that had
experienced a significant change of condition.
The facility failed to assist Resident's #2 and #3
appropriately with turning, repositioning and
toileting. The facility also failed to assist Resident
#3 with eating solid food. Further, the facility
failed to protect Resident #4 from neglect by not
seeking medical attention in a timely manner {o
prevent dehydration. The facility was informed of
the immediate danger situation regarding resident
neglect on 6/8/2007 at 11:50 a.m. The facility
provided an immediate plan of correction at that
time.
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IDAHO DEPARTMENT OF

HEALTH & WELFARE

C.L.“BUTCH" OTTER - Governor LESLIE M. CLEMENT - Administrator
RICHARD M. ARMSTRONG - Director DIVISION OF MEDICAID
) Post Office Box 83720

Boise, Idaho 83720-0036

PHONE: {208} 334-5747

FAX; {208} 364-1811

June 26, 2007

Patti Dennis, Administrator
The Haven

1119 West Hudson Avenue
Nampa, ID 83651

Dear Ms. Dennis:

On June 12, 2007, a complaint investigation survey was conducted at The Haven. The survey was
conducted by Maureen McCann, RN and Debra Sholley, LSW. This report outlines the findings of our
investigation.

Complaint # ID00003078

Allegation #1: The facility did not assure all medications were kept in a locked area such as a
locked box or room.

Findings: Based on observation and interview it was determined the facility did not assure the
identified resident’s medications were kept in a locked area.

On June 8, 2007 at 9:00 a.m., a medication cup containing 5 pills was observed in
the top drawer of the resident's bedside table.

On June §, 2007 at 9:15 a.m., a CNA for a outside service provider agency stated on
two different occasions, he observed the resident's pills in the resident's room . He
stated that on June 7, 2007 the resident's pills were left on top of the large dresser
drawers. Additionally, he stated on June 6, 2007 he observed the resident's pills in
the top drawer of the bedside table.

Conclusion: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.310.01.a for
failure to assure all medications were kept in a locked area or locked box. The
facility was required to submit evidence of resolution within 30 days.



Patti Dennis, Administrator
June 26, 2007
Page 2 of 2

Based on the findings of the complaint investigation, the facility was found to be out of compliance
with the rules for Residential Care or Assisted Living Facilities in Idaho. A Statement of Deficiencies
has been issued to your facility. Please develop a Plan of Correction as outlined in the cover letter to
the Statement of Deficiencies and/or Non-core issues were identified and included on the Punch List.

If you have questions or concerns regarding our visit, please call us at (208) 334-6626. Thank you for
the courtesy and cooperation you and your staff extended to us while we conducted our investigation.

Sincerely,

C’J—;m e 8!»«-—:/08(73’!_ é?,

MAUREEN MCCANN, RN

Team Leader

Health Facility Surveyor

Residential Community Care Program

MM/sc

c Jamie Simpson, MBA, QMRP, Supervisor, Residential Community Care Program
Maureen McCann -



IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. “BUTCGH" OTTER -~ Governor LESLIE M. CLEMENY - Administrator
RICHARD M. ARMSTRONG - Director DIVISION OF MEDICAID
Post Office Box 83720

Boise, Idaho 83720-0036
PHONE: (208} 324-5747
FAX: (208) 3641811

June 26, 2007

Patti Dennis, Administrator
Haven, The

1119 West Hudson Avenue
Nampa, ID 83651

Dear Ms. Dennis:

On June 12, 2007, a complaint investigation survey was conducted at The Haven. The survey was

conducted by Maureen McCann, RN and Debra Sholley, LSW. This report outlines the findings of our
investigation.

Complaint # ID00003062
Alllegation #1:  The facility is not assisting with medications and diets as ordered by the physician.
Findings: Based on interview and record review it was determined the facility did not assist

with medications as ordered by the physician.

Conclusion: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.525 for
failure to provide the diet and medical care necessary to sustain the life and health of
the residents. The facility was required to submit a plan of correction.

Allegation #2: The facility did not provide adequate care regarding assistance with activities of
daily living.

Findings: Based on observation, interview and record review it was determined the facility did
not provide adequate care to the identified residents with their activities of daily
living.

Conclusion: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.525 for

failure to provide adequate care and assistance to the residents with their activities of
daily living. The facility was required to submit a plan of correction.



Patti Dennis, Administrator

June 26, 2007
Page 2 of 3

Allegation #3:

Findings:

Conclusion:

Allegation #4:

Findings:

Conclusion:

Allegation #5:

Findings:

Conclusion:

The facility did not provide medical care in a timely manner.

Based on interview and record review it was determined the facility did not seek
medical care in a timely manner for the identified residents.

Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.525 for
failure to provide medical care in a timely manner. The facility was required to
submit a plan of correction.

The facility failed to protect the identified resident's privacy from his roommate's
offensive actions,

Based on interview it could not be determined the identified resident's privacy was
not protected.

On June 7, 2007 at 2:30 p.m., 2 current caregivers stated they had never witnessed
the identified resident's roommate display offensive actions. They stated the
roommate likes to sleep without clothes on. "Sometimes he gets up in the middle of
the night and rummages threw his own dresser drawers. We explained about privacy
and he has not done it since.”

On June 12, 2007 at 7:00 p.m., the identified resident stated his roommate had never
done anything that was offensive to him. He stated, "I stay in the room most of the
time and he sets in the chair in the living room."

Unsubstantiated. Although the allegation may have occurred, it could not be
validated during the complaint investigation.

The facility owner screams and yells at the residents.

Based on observation and interview it could not be determined the facility owner
yelled and screamed at the residents.

During tour of the facility on June 7, 2007 at 1:45 p.m., 4 of 6 current residents
stated the facility owner had never yelled and screamed at them. Additionally, they
stated all the caregivers treated thern with dignity and respect and had not been
verbally abusive.

Observation during the complaint investigation conducted from June 7, 2007
through June 12, 2007 revealed no evidence of the facility owner or caregivers
screaming, yelling or being verbally abusive to the residents.

Unsubstantiated. Although the allegation may have occurred, it could not be
validated during the complaint investigation.



Patti Dennis, Administrator
June 26, 2007
Page 3 of 3

Based on the findings of the complaint investigation, the facility was found to be out of compliance
with the rules for Residential Care or Assisted Living Facilities in Idaho. A Statement of Deficiencies
has been issued to your facility. Please develop a Plan of Correction as outlined in the cover letter to
the Statement of Deficiencies and/or Non-core issues were identified and included on the Punch List.

If you have questions or concerns regarding our visit, please call us at (208) 334-6626. Thank you for
the courtesy and cooperation you and your staff extended to us while we conducted our investigation.

Sincerely,

MAUREEN MCCANN, RN

Team Leader

Health Facility Surveyor

Residential Community Care Program

MM/sc

¢ Jamie Simpson, MBA, QMRP, Supervisor, Residential Community Care Prbgram
Maureen McCann, RN, Health Facility Surveyor



(DAHO DEPARTMENT OF  BUREAU OF FAGILITY STANDARDS «d(_y_ ASSISTED LIVING

HEALTH &« WELFARE Botse ID §3720-0036 Non-Core Issues
(208) 334-6626  fax: (208) 364-1888 Punch List
Facslsty{Name / Physma! Address Phone Number
Lhe e /)4 7 Lt Ll sem free 2065~/ 239
ministrater i /A xy / ' oce 2 e
Haes ,w/mm o L)l en s VAdriga 10D 5365/
rvey Team Leader Suwey Type & Survey Date
i .
%y LD L /M Ol e /Z /\"} CW*\M/M/B) Q108 £ I~ ,vu ,/)/cr //rf"" é@”/ ﬁﬁ/ o7

NON-»CORE ISSUE$

| / C;Z./ [;’ m, 7@/»’?{/{&&/ ,@U) ¥4 ﬂmﬁuai A riltios Lo sa) A//}/J// /W/ﬂf»(’m/.-w’ ) ‘ ” | ._-
e:;?"“‘ ’QF‘?"J@E ) . /. ﬁ’/ {1 L2 /.f v&f&/ﬂﬁ Tl S /‘,ﬂ#’j’//mfﬁ’ﬂmx%ﬁé/fgmm y /f/,&%f Wil P ,f’/ / 0&&;07

‘ . /fg/f:’j?ﬁ/ 5%@}/},{_/ 7/1,&’);4'», ¢ en ot ,4A"7/7% Magangdt e
kﬁ (ﬁ?{,}/? {2/ /ﬂf 4? L /.izz'ifx ‘.%(4’/ D, /){lx J /s AQ-/}//CJ /}’ 7£'/L€/ ///4 £t I’ft// 6»)[1 \/fn--ﬂ'? !D\}L{ O;)

f/: M /ﬂ/)d f/&{ G fa A %b//fﬂfﬁfm \\iﬁ ) /?“wﬂﬁi/mffxmﬁ/l/a £ ¥ 3 %L)
&;?( q ﬁ@%ﬁf /{/wf'/ ﬁ-ﬁr Vi 5 [:;?u_r} /?JAQ/IV e‘f:gf}’bﬁfwf,ﬁ/ (2,.// Fidsdy 2250 Do s ey Ao W
‘/% %f é/ﬁ//&@’é[ﬁaf 74 54 :fym//‘ﬁ/’ s, m/,ﬁ ,/ [ Jui 47744

A DS T e A cdity s ///,é, x)/h,{ F Qgame. Aededpasta e d o~ |00
) i f"f(/lzllﬂ,wfﬂ///{’/f LA é’ fw/f_wfaﬂ:%" ;QAJL/A/ yia fﬂ?@f% «trﬂy z’:ﬂ&; ‘
(7t ///u }’JJ)/_/;/ ?""‘n{t‘l/}/fﬂg? L5 S /W/u A QA gt i /7’7i{ /ﬁ” JJMAJZ/Z? f,ﬁ“}ﬂ;‘)ﬁ/

/,?{n/ o fx///ﬁ A st [ P “ﬂf@z’éfﬂmﬁ /s 4/ﬁf/z@m /i/i,é’rzf aller J)Z:uffwf%l :
e'//) Qﬁolﬁﬂiﬁ;ﬂ A j’}ﬂ‘ //"7 Le fu“f"’" WOPPAd, /7(/&/; /:u’s_ff Lvicte o '-».i// }%{/} Wl (",é{ﬂ £ e g pﬁ’f’ﬁ”‘jﬂvjfif:i(]),
/‘" o »&)aéff T A *-’~ A Foe A heis £y . J/‘ufy/ g _of LV hedes . Ml
i ﬁju‘;)f % / w/ﬁ&fp&l /}Iu/?j,xé@/ /f//?xta/”'" Jh/é,&«c/zf /’q,aofﬁwzmw 2t f)fmd f??& .
[ﬂmmgj rd ::j/)«'?N-i . //Ki 4.4 fw‘ip/v/ EAL £ /’ fklff,é/f Aters Sromed s ?/L»fifﬁé’@/ /ﬁl{///ﬁ

%ﬂ/ g ;//7“7;/ (Mt,m //p”w/ﬁ/ erf.—r":‘g?/ ’l J C‘J ;@/’J L) z@é”f/ﬁ fb@m&m&é -

Respopse Required Date //Stgp?ture of Fégility Representative . Date Sngned

‘ F Ty g - L 3 - N .x\ i"“ . ' ! ,'{ . 1",

VY RS T s ] af‘; o
7 ¥ g - i :

BFS-686 March 2006 9/04



IDAHO DEPARTMENT OF BUREAU OF FACILITY STANDARDS ,:H: &?jz ASSISTED LIVING

| HEALTH « WELFARE Botse, 1D 83720-0035 Non-Core issues
23 7 (208) 334-6626  fax: (208) 364-1888 Punch List
C‘P&;} {o“t"} \hu,.}
Facitity l\{ame Physical Address Phone Number
e Liver— 119 lJest Ladems fore- Y550
-Administrator City , ZIP Code
- ) . a . N — - : L{u J
Oner: Lo ppdtisoe. L Diiims Nnada . I35 /
Survey Feam Leader / / Survey Type ¢ Survey the ) ‘
Y A 4 ; -~
/Q"/a’/f XL // [ (AP f*/wf‘*"j h)ﬂﬁ%g AN N LA fﬁﬁé’,ﬁ«%@?‘fﬂ {ﬁ/ /M v S

NON CORE ISSUE

ré M))\/ (o pnse Lo ;5;74’/!4” )fj,.:_//ﬁ N2 AL g e 2 B, Qf:hw
. 3 //m/ﬂ/u.éssyf?‘ éﬁ.f A%fﬂme;y{;uqf B0
[f j/'() Of A L}[f"/b/i{/? LT Tl Aot // e clts Lo, g At /!m(\/’ fu’ V4 rm/ «»j/ﬁﬁf// regid L
WA/’:/A’J /{Q/,f/ b, ?f”vfj,/ ”--fM/{fﬂM,?jfz#/\/ﬂﬁM/{rﬁf’ffb— /f(«u/f‘é/’ﬁé,,fxf(/” }/,{,«(’ZAr /f,/
/ L TG0 0/¢z \f)a/%%!jﬁ)d{f/{ﬁﬂ/\ 7/7 I aws 14at. &fff-ﬁ—u«z) LD 4’4"2?.4{ e wuu,,é/ LY
//} /qficzf?/!fvs €, 9—//‘45;1{“[“/ /f}’kr”ﬁﬁr’xxﬁfw,rw\‘é /1 %«4!’)5’{;?%///} f/&nﬁf-/}; A A’ f”“—{iﬁ//
/ w3 rcﬁ?/ 4 w//‘ i )MVM/M/JJJJ Lort fzf?/\'zérr" /}u/ DAY / fs..mr) 4 ot a, P W},
i’@f “ﬁ’ %Jzﬂé/}fﬂr 7~7Lm //“f /ma/'f‘b ﬁif{ﬁf«w At 1dols }"» O . E’l\
!/ j/[/) o3 —7 bSO bz /f a7 4 1,4%/./M é?k//,/fﬁ\/r A bt foffﬁ/éz,’ff?pfmmfm{/ o ,,a",ﬁfmr !\‘_‘ :
7 et fodict el S HE OFf) 0 e, T ﬁ,/zm,//, I
(p) b ,pﬁ rov- «:« Ll Loy Lo of - A /7 “
/Q” L, Z\ D)" //%f’ j/ //’ﬂfbfmrw v/ \Lf*-»//ﬂ;f (> Y s il h—f/:?«g(’f? e /é_f“ff"/z?ﬂ,?:-—» Lt M/f o kuff;‘}'._ /
o //W’f}/;w St Lt /)r/ﬂ»m/f" Bt f,//’/{/}mw ti«'}/h-*j M&iﬁégﬁﬁf A U?B//A Q"" i :
| (8¢ pf o Ua A /ot t»/-f[ . /7[/ e, ' , |
j..% ; @O&}? 7%’ wwéa%ff fﬁ/tl%’l//rj/ﬁj},é /féx)/« oF f//ﬁ s!/fd.{,/h/LL ’f/}ff.{ /fﬁfJu Lf‘?ré /;‘/meﬂ“ 18y,

7

/zﬂﬂﬁ.’f,ﬁ{.ﬁﬂ.«}’c /7jﬁ//!_{7;yj,£,(_,7/;__£—f/ i aw/m//lé o L/&L/)fjf”,; A f’ﬁ'f/f(j/ Lyﬂ/’/)__/ji’ }h{ Ef

Respcmse Req/ulred Date | Sigature of Facifity Reprgjsénta\we’ i //{ 77 7/ 3
o ] .

A (. W
/ f12-/07 |\ adiee i e

\',

[

BFS-686 March 2006 . S o4




IDAHO DEPARTMENT OF

BUREAU OF FACILITY STANDARDS

HEALTH « WELFARE

P.O. Box 83720
Boise, ID 83720-0036
(208) 334-6626  fax: (208) 364-1888

Non-

WA

ASSISTED LIVING
Core Issues
Punch List

ﬂ/w@}m

Physical Address Phone Number

[N G gt

séjﬁ/e’ 4 /F?f; 43“*‘&&

e, 6’6 / g2

Wtﬁ?ﬁ"’ City . ZIP Code

/ : - ‘ ‘
Owner 1l m%mm LI s /] //? nfie 1N 83 /f~ =/ P 5]
Surve eam Leade;’ Survey Type # ' Survey Date

Wi

://il%/gfmﬂ //j/("li ﬁ»f*-—;&m—m

(o) 12777

Q_,,_,.f?’zfzm Berd it o ﬁm;ﬂa@ﬁ*

" NON- CORE ISSUES _

E60.0)

/ w//ff%ff//ﬂ/: ﬁuﬁ}/b ny v A /va«/f w!}M:{]I-U/:){’\/i.c f)

3: J!I/,{;’ i"z//’“&/ //,/ zﬂf,@(,w o ﬁiiﬁ«}z 4

Z{’% J;{Mf}//?ﬂﬂ/l .f” nis s e QM)

ffﬂ{/ﬂxfr’?/}{(p Jf7p/’/ 7y %Mﬁj«/ﬁf(ﬁ ;

A

00 .05

‘7%4’ [7 j/%/ﬂd ,/)j/f ,{;ﬁi@ﬂ' f”/M)/@M 50/5 A&W/& /2/ st ui/-cu my"»/f r'}',f £ .

ﬂ@/f vf_»ﬂf‘?’%x’/ﬁ//f/%f//; et = f‘/‘ﬁa %rm Se ﬂ@/ﬁfﬁﬁ/ﬂnu Lo wed lr THEA s )

/f}/ﬂ?/h o /M e f’\r—"}/ !{/Z—o o ﬁ,ﬁ//}’?ﬂf/mzfm ﬁmd/ﬁ/ﬁbﬁﬂﬁ MM{M.,-. L .ﬂ_f‘} 0’”}"" 7/;" j? .
f(ﬁ /ﬂQD @éﬁﬂa A’J/f%nmm»l?’" Wﬁ//,a)ﬂmf’///r a2 mfm/ﬂ ;&&f»eﬁ&f/&r/ (51 s
4/.1.4’ ﬁ"fﬂ/“f’ /) %A‘f}’/)‘f' f}"’/(.z,—m fl] »"X/fﬁ/{n ,.c!.wr,) ‘%! 04-/?’. 3 Lt E NQ’»{")J{@ j/ﬁ m//.nﬂfz/ 4/”’7; ﬂAMJQ_’?L—‘

f/iﬁﬂdxdn i ﬁ/;m/ s //z//c:wff/ #

LOOObL)

/;/’)(“ 4;’;’//77/?4}7/1»@.{!’?@ -é-)-;///ff !) ‘L/)% ,/”fsé‘ﬂwf’/ ;ﬁ?/}’ /f' S

o / /)/ff;ﬁf Ll Aot o ﬁﬂ’f“,; -

ﬁ// CL}%A/M’ZL/L 3?'/1&/11,!&:’_1;7/—‘/! 4’.«71\,« o4 / //"p.-‘- fﬁ//ﬂ):w{/ /f’@@« 45{3/ ﬁ/

LAD

-ﬂa /%ﬁ f//?/f 4’4"4 !//7(2,/?1» /&5“ //A’Hr\) %}A’AJ cﬂfaffrgff),(») e, 72‘,4 /ﬁé‘////mz ALYy - P ﬁf‘ I

'ﬁ{ ﬁ,ézé T f;/f bl Av’/){a fj/?ﬁm f/{' fédf,f/,/mhl-q/ J’f“ :',i B.V;%ff*’"f f,fé/ rfﬂfb

T S

/U’/‘f/-*7xff A/ m/f}? £ /”/M»HEL jé? //"m. i fC‘/f ffn// ’/}/ /rnf//,« /O/f./ﬁg

+* \,//)Jm

¢

J/ﬂ‘//ﬂ/u s %XVA &’y I:{’ “ﬂf S 414:4‘/(?0] z(//b ,« (Nt /d//t./iLrZﬂ.ﬁ//'A /‘)M.xfjﬁ - \

N

/
o0

‘4/@%[7[0/})//;: // //7:*’ () M,‘Wy /L,{:’/’;A—L- /J,»fo,/ /}‘/4’.—%/; rf/ﬁ’ﬁ/m» 377 e ﬁfﬁﬂdﬂ»«—/’;m 4

~

20 of

b40

Response Required Date

7 /, /97/8 g,

/ {,// / ,ﬂ/ g /f/qr’//’ﬂ/t,_d&/ ﬁéfwr) il 4’{?’%‘{’ A MZ/A ?l/ L 140/ Y é/}ﬁf / 47)’{52//}'1 fﬂfﬂlj'f’ 7{7&"42&%’ 5»;,«‘{2

Sggn\ature of Facﬂ)t’y Repregérztatwe . 7

\)\/ i ’\_s//w,\ &/\r“/*]/b

éﬂjfg; Lo m
ate Sigrzed A

N \f“‘v\ \ AR

BFS-686 March 2006




B |DAHO DEPARTMENT OF BUREAU OF FAGILITY STANDARDS m ~—— ASSISTED LIVING
HEALTH &« WELFARE Botse, 1D §3720-0036 %

Non-Core Issues’
(208) 334-6626 fax: (208) 364-1888 Punch List =«
Physical Address Phone Number ; - l
//4"@ ;Zé Ny %a)’m Y N s~ /RS g N
Adiaiestigtor City y, ZIP Code
et - /«m%//w/f)b/éw < / lire )i /4 & F 65/
Surv y Team Leadej Survey Type / ‘ Survey Date
\j e / / /g &Z[ﬂ}a /@M ﬂﬂ@f/va’i i, ”k,/)jﬁm- L1 éﬁ / c%/ﬂ'f

NdN»CORE_ ISS’UES

, // /ML Toleas Q/M//ﬂ/zﬂ(}ﬁlk /:’/244"/ ek J Y nde jx,f,@} c,a’rzm/« M mﬂ”?:wﬂ/é/m/
VR AL L f'{cﬂ/w /}ﬁf MM——«E}J a%///ZZ Mf/wf/_,r;b//@/w R W ) (.// ﬂffﬂlfgflf mﬁa
f&ﬁﬂ(ﬁf%fﬂ/ / m? "‘j-¥é//;t/ﬂﬁj /fxﬁ%/ﬁ'm/{? Casdd et /g)? x///y&? /r(éﬁ/!/r r./»'ms' A0
_ /gﬂfﬁﬁ"’ S 2 4 Lrron ,,iﬁ_) ﬂwf"//,»ﬁ//f/ e Gopeth o /i? ool fﬂg 7Ze. /Qfébw Iy |
2SN DT 0N The froidity, frd wite migeFaile Losimse s PLe. fdatens 7
_ Y/ g o 1 Lt - /J

' ‘727 7(%& @/‘? /M M(ﬁm// ﬁl/lﬁ)%,&;ﬁ’ / r’“/fﬁd._fﬁ,-uf:m J/Lf_m/ﬂ/ //JM%M. ad /41%/,0/?/54 fjﬂt’“ﬁeﬁ o2 -}
Og(f —Zﬁfg.@%!m /r//é/ﬁxiﬁth ol } bt b opnro o /wzxizfm/// /ﬂ%// Loy ke /,?c’/ja ﬂf:x,rf& - [CA G
754@7?7 ,7;?50/ 7%«? /?,/ml/:'/z" éfﬂf{éfﬁ'im 7"7@ g f’?/f%"'?y»——/zﬁ- /‘.2 ,).f«'r Ao /i)/?w’az,ﬁ/ff/( M’:ﬂ e ﬂ/@f}
| /w/ /’/QMA“""J%! ﬁéj/‘»/lé/(}/?ﬁ"é it L Jif»/!"L—%/j/fﬁ«Ab/ﬂ &?!’/WMWJ/‘ f?ﬁm//d%} /it Je
J-rt \/]IJ/ S A B 2 (‘\?F %,} JY’V'} /j/f]/é«ﬁf 1.4 ,A..L//?f/?/;ﬂ’/ r’\ e £

§

i
N

AN / f .
. e - /«"/ . -
1 /,.-/ ) T =

e e — "

=

P /" - w_’//'
Response Reguired Date Senature of Facility Representative ™ o Date Signed ,
y Voo b s
\. \ 1 NI N /
71/1[ t'-’/:’]‘ /‘/ 7 s \{\ i AN ‘x.-}‘“”'j -'\-)‘ "'k-f’\-wv‘-w‘b "\-"\f’\-»::.':l ":_x.f '
7 7 4 /
l

BFS-686 March 2006 ' 9/04




IDAHO DEPARTMENT OF BUREAU OF EACILITY STANDARDS g\% ﬂ:— ASSISTED LIVING

HEALTH & WELFARE Botoc, 1D 537200036 Non-Core Issues
(208) 334-6626  fax: (208) 364-1838 Punch List
Facifity r\@a Physical Address Phone Number
E& /;!/ﬂ?){’ jf/%’g;)ﬁ.}l« ,Ungd } fhete. L5 - /899
“Aurrinistrator- ) ) ZIP Codf
@M?”?f/f ﬁfo/ﬂ%!&w quj//// xf}m} @N/Q(mv j[) (?Jvdj ‘:“‘5)(\494-
Survey Team Leadér , Survey Typd Sﬂrvey Date
/i Aeibsn ////ﬁﬂﬁf"r/“ /Z,,\J S5 & i’ fc%f @7

N_ CORE !SSUES

%ﬂ%//q cf({/u///ufﬁwuv/,w 4 V2 ARG /’f “’A”’"’/”'
/5.0 Ve iy <t et b Z28T 2200 1210 Lt Dbl
T ) DO b A% ff gt 2 T e 7 oot 22 Tobh)
[ gt A I° /O#f%’ /50229 i lois ,.g/:m'w/ eontal
9 |5 03\ 170 2700 s VAN 11000 ;’7&7/' (249, Mf & A Ay 0w
/ ‘ /04»/4/@/,:/7{1 /Zfﬁ?@z/%}l" Cﬁs’ / 7L ’/U O 104 0k “2/47/? /L%i/c' /’fz/*’/m/ e
/f;%f/’ffﬁjfﬁ Coty & i,ec/(/ A ﬁs/,)//éf/// (s ’
D 5 05 [T iz o5 gt s %’&f (207 £00.. LI, f//z.///:w{/f e Wi o]
| SIATF 0 Az O /ﬂé//’?’uﬁﬁ’?/ /. LL/W i ﬁ/ﬁéz’//; e Mg
f//ﬂl Jicriid., %fﬂ Z 210 P B, @V 64’2//@‘” (41 35/
\L//( £ &d/’ fﬁﬁ////ﬁ, Z§ k /L7 Zf//ﬂ/){’*w Q/ 2 // 7 ,O}m J,Q/fﬁ 2
f //)J//,’?/;Z?r‘?j—,ﬁ%\%w ‘3’ “‘3;:"""{%/,‘.&_;\%&4 f,m} /M id 51/‘/4;0 Ao ko s ’/wa
S /an A 77 Aiamamis))adon ibid ok 276404y rd oot Wt 47
(/0014030 dose G (Aot /f,z),x/?i‘/ L e Jpedily . o]

J0LL07]
i

i/
Resp;n‘nse Required Date Sng(mture of Facmty Representaiwe e o Date Signed
L o om0 byt P !
7 ;i jf%“’/!f*) } - \ ”\{ . \'\/\/\' J\ i \l ' j \ \’i /\\; A Iy s A Fy f / (;) / :‘:..M’;:f
i ’u g F - S e - A L ey / i’ ;’“-"( ."’ ;ﬂ_x i,

RFS-686 March 2006 ' 9/04



	06-12-07 - Haven, The - R + C Ltr.pdf
	06-12-07 - Haven, The - R + C Punch list.pdf

